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1. INTRODUCTION 

Students must have access to high-quality educational programs and excellent service on colleges. 
The entire educational and learning process is designed to support cognitive, affective, and psychomotor 
development in a systematic way. However, not all lecturers and administrative officers provide the greatest 
possible service to students. Sexual harassment of students by lecturers and administrative officers continues 
to be an issue. 

Sexual harassment is defined as any unwelcome sexual contact or advances. Sexual harassment, 
commonly known as sexual assault, refers to unwanted sexual touches such as forced oral sex or rape. Sexual 
harassment is characterized as sexually explicit behavior, such as direct or simulated sexual contact, or visual 
depictions of sexual interaction [1]. Direct or simulated sexual contact may also be considered sexual 
harassment. According to Lawler and Talbot, various forms of child exploitation for the purpose of adult sexual 
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fulfillment, including but not limited to rape, molestation, prostitution, child pornography, and incest, are all 
considered to be forms of sexual assault [1]. In the context of this article, "sexual harassment" refers to any 
unwanted, non-consensual, or inappropriate genital contact or exposure, in addition to any sexual insults [2]. 

Sexual assault is a serious problem all around the world. It is reported that one out of every five 
women in the United States has been raped or attempted to be raped at some time in their lives [3]. In addition, a 
survey that was carried out in the United Kingdom found that 7.5% of adults aged 18 to 74, or 3.1 million 
people, had experienced sexual harassment before the age of 16, and that the perpetrators of this behavior 
included both adults and juveniles [4]. Moreover, a systematic literature review stated that 10.4-60.7% of 
women in Japan had experienced sexual harassment. According to a 2017 Central Statistics Agency survey, 
one-third of Indonesian women between the ages of 15 and 64 have experienced physical or sexual assault at 
some point in their lives [5]. Sexual harassment is also committed against female college students [6]-[8]. 

Feelings of shock, dread, sadness, anxiety, and melancholy might follow a sexual assault (SA). It 
has been shown that sexual harassment has both short-term and long-term effects on women's mental and 
physical health, and these results are consistent regardless of the age of the victim at the time of the assault. 
Most sexual harassment victims suppress their symptoms, which might result in depression [9]. Although not 
all children are traumatized by SA, almost all victims eventually suffer from mental disorders such as 
depression, post-traumatic stress disorder (PTSD), anxiety, low self-esteem and self-harm, inappropriate 
sexual behavior, and behavioral disorders; the effects can even last into adulthood [10]. In addition, a study 
found that women who had SA were more likely to suffer from physical discomfort, 1.3 times more likely to 
have poorer general health, and 1.4 times more likely to have depression in the prior three years compared to 
women who did not have SA who were also depressed and anxious but did not have SA [11]. Even victims of 
sexual harassment are at a significant risk of suicide [12]. 

The common mental illness known as PTSD has been associated to severe psychiatric morbidity 
[13]. Additionally, PTSD is an anxiety condition that some people experience after going through a traumatic 
event like a war, a crime, an accident, or a natural disaster [14]. Individuals who have been exposed to long- 
term and interpersonal cumulative trauma are at risk for severe PTSD [15]. A Previous study has shown that 
victims of sexual harassment have high rates of PTSD [16]. Victims of CSA are considered vulnerable to this 
trauma, because it is interpersonal and repetitive [17], [18], even teenagers have a great potential to 
experience the same disorder [19], [20]. 

Social support is a component that affects PTSD. Positive social support can help people deal with 
stress, prevent them from trauma-related psychopathology, and minimize the functional effects of trauma- 
related disorders like PTSD [21]. A study found that people with greater social support had fewer PTSD 
symptoms, but the average intensity of PTSD symptoms was unrelated to daily social support fluctuations 
[22]. Social support and PTSD have been linked in several research [23]-[25]. 

PTSD is also affected by the resilience and coping. The ability to tolerate or bounce back from 
substantial obstacles that endanger stability, life, or development is resilience [26]. A study conducted by 
Kim et al. discovered that resilience was both significantly and negatively correlated to PTSD [27]. In line 
with this, Reyes et al. found an inverse correlation between the two concepts, stating that high resilience is 
associated with decreased PTSD symptoms [28]. Resilience is one of the important factors for doctors to 
consider interventions for patients with PTSD [29]. According to Hebert et al. personal traits including strong 
levels of resilience can serve as protective factors against the symptoms of psychological distress and PTSD 
[24]. The relationship between PTSD and social support can also be mediated by resilience [30]-[33]. 

Additionally, sexual assault victims use a range of behavioral (e.g., avoidance, addictive behavior) 
and cognitive coping mechanisms (e.g., cognitive reappraisal, reframing, reduction, memory repression, and 
distraction) [34]; however, those victims have poor coping strategies; many of them use avoidance strategies 
[34]. A study reported that sexual assault victims were more likely to engage in internalizing behaviors such 
as depression and eating disorders (anorexia, bulimia, or obesity) [35]. In line with this, a previous study has 
also demonstrated that victims of sexual harassment use maladaptive coping techniques [36]. Similar to 
resilience, coping is also a mediator between social support and PTSD [33], [37]. 

As a country that places the concept of God as the basis of the state, Indonesian people are known to 
be religious so that in their daily activities they will include the role of religion in it, including the use of 
coping. According to Pargament, religion is an integral and multidimensional part of the coping process that 
should not be ignored [38]. The use of religious coping strategies will have an impact on better health [39]. 
According to a study by Carpenter, Laney, and Mezulis, using negative religious coping mechanisms was 
linked to increased stress levels [40]. Therefore, it is assumed that those who experience high PTSD will use 
negative religious coping strategies, and vice versa. 

This study analyzed PTSD experienced by victims of sexual harassment on campuses, as well as 
examine the influence of social support, resilience, and religious coping used. Therefore, the following 
hypotheses are proposed: 
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H1: Religious coping directly affects PTSD. 

H2: Resilience directly affects PTSD. 

H3: Social support directly affects PTSD. 

H4: Social support directly affects religious coping. 

H5: Social support directly affects resilience. 

H6: Social support indirectly affects PTSD through resilience. 

H7: Social support indirectly affects PTSD through religious coping. 

We formulate seven hypotheses that refer to the interrelationships between variables. The 
hypothesis suggests that social support affect PTSD through resilience and religious coping. The purpose of 
this study is to demonstrate the model's validity using empirical data. Figure 1 illustrates the integration 
model for the relationship between the variables tested. 


Social 
Support 


Religious 
Coping 


Figure 1. The model of the integration of the relationship between variables 


2. RESEARCH METHOD 
2.1. Research design and participants 

An online cross-sectional survey was implemented in this research to reduce face-to-face contacts 
and physical contact with participants. In addition, the use of online methods allows a wider range of 
respondents to be obtained from students at several universities in Indonesia. Data collection was carried out 
for + 3 months in December 2021 to February 2022. A total of 1,439 respondents participated to fill out this 
survey. Questionnaire links were distributed through WhatsApp, Telegram and Facebook groups. However, 
only 170 (11.81%) of the 1,439 female students who took part in the survey reported to being sexually 
harassed by lecturers, students, or administrative officers, both on and off campus. 

The specific characteristics of the respondents can be seen in Table 1. The frequency of violence is 
divided into three categories (1-2 times, 3-5 times, and >5 times); respondents are sexually harassed on 
average 3-5 times. Furthermore, the perpetrators were dominated by fellow students as many as 104 people 
(61.76%). From the characteristics of the forms of harassment, the most verbal forms were received by 107 
students (62.94%). Then as many as 90 students (52.94%) still received sexual harassment until data 
collection, while 80 female students (47.06%) admitted that the sexual harassment had ended. 


2.2. Data collection 

The research scale is the primary tool for data collection. The first section includes questions about the 
respondent's demographic profile and other characteristics, such as age and sexual abuse experience, followed 
by questions about the frequency of harassment, perpetrators of harassment, forms of harassment, and duration 
of harassment. The data of this research were collected using 4 types of scales. 


2.2.1. PTSD checklist—civilian version (PCL-C) 

The PCL is a widely used self-report rating scale for post-traumatic stress disorder. It has 17 items 
that are correlated to the main symptoms of PTSD, and there are five possible responses: extremely, quite a 
bit, moderately, a little bit, and not at all. There are two versions of PCL: i) PCL-M specifically for PTSD 
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caused by military experience and ii) PCL-C applied generally to any traumatic event [41]. Scoring was done 
by calculating the sum of all items so that a score range of 17-85 is obtained. The cut-score used in this study 
was 30, where this score was the most appropriate and sensitive [42]. PCL-C is adaptable to specific time 
frames and events. For instance, a question concerning "last month" can be changed to "last week" or 
tweaked to focus on a particular event. This scale has excellent internal consistency (Cronbach’s alpha=0.97) 
and reliability of re-test is 0.92 [43]. 


Table 1. The characteristics of participants 


Variable Category Frequency Percentage 
Frequency of harassment 1-2 times 60 35.29 
3-5 times 85 50.00 
> 5 times 25 14.71 
Perpetrators of harassment Lecturer 44 25.88 
Students 104 61.76 
Administrative officer 22 12.94 
Types of harassment Verbal 107 62.94 
Physical 44 25.88 
Special attention to certain body organs 19 11.18 
Continuity of harassment Still happening 90 52.94 
No longer happening 80 47.06 


2.2.2. Multidimensional scale of perceived social support (MSPSS) 

MSPSS was found to have strong factorial validity and consists of three subscales, each suggesting a 
separate source of support. There are three subscales: i) family, ii) friends, and iii) other people [44]. This scale 
contains 12 items with a 7-point rating scale that ranges from strongly disagree (1) to strongly agree (7) [44]. 
Multiple investigations have demonstrated that the instrument has sufficient psychometric qualities in adult 
populations [45], [46]. Good internal and retest-test reliability and modest concept validity characterize the 
MSPSS. Coefficients of Cronbach's alpha were computed for the overall scale and for each subscale. The subscale 
values for significant others, family, and friends were 0.91, 0.87, and 0.85, respectively. The overall dependability 
of the scale was 0.88. In addition, the subscale retest reliability values for significant others, family, and friends 
were 0.72, 0.85, and 0.75, respectively. The value found for the whole scale was 0.85 [44]. 


2.2.3. The brief resilience scale (BRS) 

BRS is a scale that assesses the ability to recover from or bounce back from stress. This scale 
consists of six items, three of which are positive and three of which are negative. The BRS was evaluated by 
reverse-coding items 2, 4, and 6 to determine the six-item mean [47]. This scale's filling instructions begin 
with "Please use the following scale to indicate your level of agreement with each of the following 
statements: 1=strongly disagree, 2=disagree, 3=neutral, 4=agree, 5=strongly agree. Example item number 1 
“I tend to bounce back quickly after hard times”. Cronbach's alpha ranges between 0.80 and 0.91, indicating 
excellent internal consistency. BRS was administered twice, with a one-month retest reliability of 0.69 and a 
three-month retest reliability of 0.62 [47]. 


2.2.4. The brief RCOPE 

The Brief RCOPE is a 14-item measure that assesses religious coping with major life stressors. A 
comprehensive RCOPE component analysis revealed two comprehensive forms of positive and negative 
religious coping [48]. Respondents ranked the amount to which they used religious coping to deal with key 
life circumstances on a four-point Likert scale ranging from 0 ("not at all") to 3 ("very much"). Example item 
number 1 “Looked for a stronger connection with God”. Positive religious coping (PRC) ranges from 0.75 to 
0.94 on the Brief RCOPE, while negative religious coping (NRC) ranges from 0.60 to 0.90. The Brief 
RCOPE has demonstrated good internal consistency in multiple studies with vastly different samples, with 
ranges of 0.75 to 0.94 for PRC and 0.60 to 0.90 for NRC. Moreover, a number of empirical research confirm 
the conceptual validity, predictive validity, and incremental validity of this scale [48]. 


2.3. Statistical analysis 

Using SPSS 25.00 and SMARTPLS, all the data were analyzed. Descriptive statistics were employed 
to characterize PTSD sufferers in general. This analytical technique will also be used to determine the PTSD 
classification of respondents based on a cut score of 30. To compare PTSD based on the frequency of 
harassment, perpetrator and types, the Kruskal-Wallis analysis technique was used, while to test differences in 
PTSD based on whether or not the abuse was still ongoing, the Man-Whitney test was used. Spearman's Rank- 
Order Correlation is then utilized to discover the link between all variables and variable dimensions. 
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In addition, Partial least squares structural equation modelling (PLS-SEM) was employed to 
simulate the concurrent interaction between numerous components. For data analysis, Smart partial least 
squares (PLS) statistical software version 3 was employed. PLS is a reliable/very strong data analysis method 
since it does not rely on numerous assumptions. Partial Least Squares employs the bootstrapping approach or 
random multiplication; therefore, the assumption of normality is not an issue. Furthermore, there is no 
minimum number of samples required for PLS [49]. First, the model includes all variables and all possible 
interactions (direct and indirect effects). Only indicators with values greater than 0.60 are kept in the 
evaluation of the measurement model (outer). In addition, the quality of the model is also assessed by 
considering Convergent validity, where the Cronbach Alpha, rho_A, composite reliability (CR) and average 
variance extract (AVE) values must be equal to 0.5 or higher. Furthermore, discriminant validity by looking 
at the heterotrait-monotrait (HTMT) value, where if the score is below 0.90 it is maintained [50]. Second, if 
the requirements have been met, the next step is to test the path coefficient and total effect to see the direct 
effect between variables, and the indirect effect to examine the effect of social support on PTSD mediated by 
resilience and religious coping. 


3. RESULTS AND DISCUSSION 

Table 2 shows the differences in PTSD female victims of sexual harassment seen from the 
characteristics of the frequency, perpetrator, type of harassment and whether or not the harassment is still 
ongoing. The results of the analysis show that from the four characteristics tested, there are two variables that 
show differences, namely the frequency of violence (p=.000); where victims who received abuse >5 times 
experienced higher PTSD symptoms than victims who received treatment 1—2 times and 3-5 times. 
Furthermore, the difference was also significant based on the characteristics of whether the harassment was still 
ongoing or not (p=.000); female students who are still experiencing harassment to date experience higher PTSD 
symptoms than those who have experienced it but have ended this time. Table 2 shows that there is no statistical 
difference in the characteristics of perpetrators of harassment (p=.070) and types of harassment (p=.164). 


Table 2. Univariate analysis of PTSD victims of sexual harassment 


Variables Total Mean Level of PTSD (Cut-Off Score 30) Statistics p 
(%) (SD) Not Indicated having Indicated having 
PTSD PTSD 
Frequency of harassment 29.675” 000 
1-2 times 60 27.82 28 (46.67 %) 32 (53.33 %) 
(35.29) (10.54) 
3-5 times 85 (50) 27.99 44 (51.76 %) 41 (48.23 %) 
(12.15) 
> 5 times 25 45.84 2 (8%) 23 (92%) 
(14.71) (15.07) 
Perpetrators of harassment 5.317° .070 
Lecturer 44 35.48 17 (38.64 %) 27 (61.36 %) 
(25.88) (16.81) 
Students 104 28.51 49 (47.12 %) 55 (52.88 %) 
(61.76) (12.27) 
Administrative officer 22 30.36 8 (36.36 %) 14 (63.64 %) 
(12.94) (10.00) 
Types of harassment 3.618” .164 
Verbal 107 31.31 39 (36.45 %) 68 (63.55 %) 
(62.94) (13.31) 
Physical 44 30.95 26 (59.10 %) 18 (40.90 %) 
(25.88) (16.28) 
Special attention to certain body parts 19 25.37 9 (47.37 %) 10 (52.63 %) 
(11.18) (5.28) 
Continuity of harassment -6.323® 000 
Still happening 90 37.47 22 (24.44 %) 68 (75.56 %) 
(52.94) (15.19) 
No longer happening 80 22.78 52 (65.00 %) 28 (35.00 %) 


(47.06) (447) 


a Mann-Whitney test, ” Kruskal-Wallis test 


3.1. Correlation among the main variables 

As presented in Table 3, PTSD symptoms in female sexual harassment victims were negatively 
related to social support from other significant (r=-.330, p=.000), social support from family (r=-.272, 
p=.000), social support from friends (r=-.271, p=.000), and resilience (r=-.308, p=.000), whereas negative 
religious has a positive correlation (r=.243, p=.001). Furthermore, all aspects of social support, as well as 
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resilience and positive religion coping variables, are positively correlated, but there is no correlation with 


negative religion coping. Positive religious coping (r=.052, p=.503) and negative religious coping (r=-.109, 
p=.158) were not correlated with resilience. 


Table 3. Descriptive statistics and correlation among variables (N=170) 


M SD 1 2 3 4 5 6 7 
Social support—other significant (SS-O) 19.13 5.09 1 
Social support—family (SS-Fa) 19.56 4.97 848 ** 1 
Social support friend (SS-Fr) 19.59 5.11 905** 921** 1 
BRS 23.11 4.75 .187* 200%" - 210%" 1 
Positive religious coping (P-R Cope) 14.66 5.04 564** 593 ** .616** 052 1 
Negative religious coping (N-R Cope) 12.44 4.86 .140 112 146 -.109 526** 1 
PTSD 31.89 13.48 -.330** — -.272** — -.271** -.308** .064 .243** 1 


py <0.01; *p<0.05. 


3.2. Measurement model 

The proposed model was analyzed using a two-stage measurement model see Table 4 (see in 
Appendix). The measurement model is initially put to the test to see if it is reliable and construct valid. 
Several indicators, including one on the social support variable (SS8) and two on religious coping (RC8 and 
RC9), have values below 0.60. All indicators with values below 0.60 have been excluded from this analysis. 
Furthermore, the Cronbach value is higher than the 0.7 cut-off value, and the AVE is higher than the 0.5 cut- 
off value, indicating satisfactory convergent reliability and validity [51]. Table 4 (see in Appendix) also 
presents that all item factor loading values are higher than 0.6 and significant, that all CR and Cronbach 
Alpha values are higher than 0.7, and that the AVE is higher than 0.5. The heterotrait-monotrait ratio 
indicates that the measurement model has acceptable discriminant validity, because the diagonal element 
value is smaller than the specified maximum value of 0.9 [50] Table 5. 


Table 5. Heterotrait-monotrait ratio (HTMT) 


1 2 3 4 
PTSD 
Religious coping 0.208 
Resilience 0.490 0.133 
PTSD 0.322 0.533 0.233 


3.3. Structural model 

The results of the testing the relationship between variables are summarized in Table 6 and Figure 2. 
There is a relationship between religious coping and PTSD (B=0.315, p=0.000), the negative effect of 
resilience on PTSD (B=-0.388, p=0.000), the effect of social support on PTSD is also negative (B=-.0399, 
p=0.000), a positive effect is also found between social support and religious coping (B=0.561, p=0.000) and 
social support on resilience (B=0.228, p=0.003). The total effect test also shows a significant effect between 
variables. Furthermore, the effect of social support on PTSD mediated by the religious coping variable is also 
significant (B=0.177, p=0.000), as well as when mediated by the resilience variable (B=-0.089, p=0.007). 


Table 6. Direct, indirect, and total effect of the variables 


Path Direct effect Total effect Indirect effect 
p t-value B t-value B t-value 
Religious coping— PTSD 0.315 3.978** 0.315 3.978** 
Resilience PTSD -0.388  5.667** -0.388  5.667** 
Social support— PTSD -0.399 5.088** -0.311 4.228** 
Social support— Religious coping 0.561 10.615** 0.561 10.615** 
Social support— Resilience 0.228 3.017** 0.228 3.017** 
Social support— Religious coping— PTSD 0.177  3.886** 
Social support— Resilience PTSD -0.089 2.693** 


**Significant at p<0.01. 


PTSD is a condition in which victims are traumatized by traumatic events, such as being sexually 
assaulted or having been sexually abused. Sexual harassment is become a concern not only in general 
settings, but also in special cases such as universities. According to the results, 170 (11.81%) of the 1,439 
female students who took part in the survey reported to being sexually harassed by lecturers, staff, or other 
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students. Female students are subjected to a wide range of harassment, in terms of type, frequency, and 
duration. 


0.228** -0.388** 


Social 
Support 


[osor 0.315** 


Religious 
Coping 


Figure 2. Summary of the relationship between variables 


Univariate analysis found that respondents' PTSD symptoms varied based on the frequency of 
sexual harassment they experienced (p=0.05). Multiple trauma patients showed higher levels of dissociation, 
remorse, and shame, as well as greater interpersonal sensitivity, according to a study [52]. Multiple traumatic 
occurrences were linked to greater PTSD scores in women, while recent exposure to assault victims was 
linked to higher PTSD scores in men [53]. 

Furthermore, differences were also found based on the characteristics of perpetrators of violence, 
with students being the most sexual harassment perpetrators, followed by lecturers and administrative 
officers. A study reported that more than half of postgraduate students who participate have been sexually 
harassed by other students; this condition has an effect on trauma symptoms [12]. Additionally, several 
previous studies revealed that perpetrators of violence had a significant impact on the development of PTSD 
symptoms in sexual harassment victims. Casey and Nurius discovered that victims of sexual assault with a 
relative's abuser reported more severe levels of abuse, more PTSD symptoms, a greater tendency for self- 
blame, and more unfavorable social reactions to disclosure than victims of strangers [54]. Women who were 
sexually abused by other kinds of perpetrators had higher rates of depression than women who were sexually 
abused by other categories of perpetrators. This indicates that the perpetrator has a major impact on the 
victim's traumatic experiences [55]. 

The forms of sexual harassment experienced by students also varied, both physically, verbally and 
in terms of some intimate parts of the victim. Compared to physical harassment and glances at intimate parts 
(e.g. breasts or buttocks), female students experienced more verbal sexual harassment. This is in accordance 
with research findings that the most frequently reported sexual harassment is unwanted comments/verbal and 
physical harassment [56]. According to another survey, up to 72% of respondents have been verbally abused. 
34% of women and 16% of men who claimed having had military sexual trauma (MST) reported 
experiencing further sexual stress, mostly as a result of repeated sexual remarks and sexual assault (13% of 
women and 6% of men) or repeated statements and verbal remarks (8% of women and 3% of men) [57]. 

The major goal of this study was to assess the role of resilience and religious coping in the relationship 
between social support and PTSD in female students who had been sexually abused. The results showed that 
social support had a direct impact on PTSD. This finding is in line with findings from earlier studies, which 
demonstrated that a person's level of social support is inversely proportional to their level of PTSD. This 
suggests that a person's level of PTSD will improve as their social support improves, and vice versa [22], [58]. 
Longitudinal research also supports this conclusion [59]. Consequently, social support is one of the variables 
required by those with severe PTSD symptoms. The presence of social support is protective; high levels of 
social support and a longer period of time following abuse were connected with less severe PTSD, which 
increased with the passage of time [60]. The influence of family support on recovering PTSD is greater than that 
of assistance from friends and significant others. This supports previous research, which demonstrated a 
negative relationship between social support from family and friends and PTSD at both baseline and follow-up 
[59]. Therefore, the family must be involved in the intervention of individuals with PTSD [61]. 

Furthermore, hypothesis testing also shows that there is an effect of social support on resilience. 
This finding supports previous studies that greater social support and fewer feelings of loneliness lead to 
increased resilience [62]. Furthermore, studies on the resilience of children whose parents are infected with HIV 
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show that social support has a significant role [63]. These findings suggest that social support, in general, affects 
individual resilience building and improvement. Parents, friends, other close relatives, and the general environment 
can all provide social support. This is also consistent with the findings of Herman et al. who found that 
environmental influences had an effect on an individual's capacity for resilience [64]. 

Additionally, this study demonstrates that social support has a direct effect on religious coping. This 
result is consistent with a recent study that shown a correlation between numerous measures of social support 
and coping style among pregnant women who were earthquake victims [65]. Likewise, the results of research 
on women with cancer found that they used various coping styles according to the social support they 
received [66]. Positive coping has a positive association with social support, whereas negative coping has a 
negative correlation. This suggests that those with high social support likely to employ good religious coping 
strategies, whereas those with low social support tend to use negative religious coping strategies. According 
to a prior study, social support is favorably connected with positive coping and negatively correlated with 
negative coping [67]. 

Furthermore, both resilience and religious coping directly affect PTSD victims of sexual 
harassment. Respondents who have high resilience tend to experience low PTSD symptoms. Likewise, 
respondents who are oriented towards positive coping also have low PTSD symptoms. In line with this, a 
research conducted by Zang et al. revealed that high resilience trait was associated with low PTSD in active 
military personnel [68]. Similarly, several studies have found that high resilience is correlated to a lower risk 
of PTSD, and vice versa [69]-[71]. Measurements using the RCope showed that respondents who used the 
positive RCOPE showed lower PTSD symptoms than those who used the negative RCope. Positive religious 
coping methods that demonstrate a strong connection to transcendent forces, a sense of spiritual connection 
with others, and a positive worldview [48], will result in fewer PTSD symptoms. This is consistent with 
several prior investigations [72], [73]. 

This study also indicates that social support has an influence on PTSD through religious coping and 
resilience. This lends support to a prior study's conclusion that perceived social support may play a role as a 
resilience element in mitigating the impact of stress on PTSD symptoms [74]. According to a previous study, 
resilience and adaptive coping totally moderate the relationship between social support and PTSD [75]. 
Another study discovered the same results [76]. These data suggest that resiliency and coping are significant 
mediators between social support and PTSD in female students who have experienced sexual harassment. 

This study has a number of limitations. First, utilizing resilience and religious coping as mediators, 
this study investigated the association between social support and PTSD in female students who had 
experienced sexual harassment. Further research can include other characteristics as moderators, such as self- 
esteem and expectancies, to create a more thorough model. Second, the measurement was only done by cross 
sectional. Future research should measure this model longitudinally in a larger community of male and 
female samples. Third, filling out this scale was done online through several social media, therefore the 
respondents when filling out this scale could not be controlled. Fourth, identification of PTSD should require 
an in-depth assessment by a mental health professional. Self-assessment may result in non-objective data. 
Fifth, specifically in Indonesia, victims of sexual harassment are still considered a disgrace that can affect a 
person's self-esteem; Therefore, the participation in filling out the research scale by students who have 
experienced sexual harassment was not too high, because they were worried that their data would be spread 
even though in the instructions section it has been emphasized that all data is anonymous. 

Despite these limitations, the findings of this study have a variety of implications. Given that 
resilience and coping play as mediators in overcoming PTSD and that both can be intervened and modified, a 
training program specifically designed to strengthen these two aspects is required in order to overcome the 
PTSD symptoms experienced by victims of sexual harassment. This study also discovered that social support 
influences PTSD, indicating that interventions for female students who have experienced trauma disorders as 
a result of sexual harassment should include people who are close to them, such as parents, friends, or other 
significant people. A study conducted by Price et al. found that increased social support during treatment was 
associated with a greater reduction in PTSD symptoms [58]. The counselor at the counseling service unit on 
campus can use a variety of approaches, such as using religion to improve religious coping skills. In the 
counseling process, clients bring a wide range of beliefs, religious and spiritual practices. Even if they have a 
different religious or spiritual perspective, counselors can use spiritual principles and practices to better serve 
clients [77]. Bringing these values into the counseling process, especially to overcome PTSD, will be more 
effective, especially for people who still retain religious principles. Universities should also have special 
programs in order to prevent sexual harassment of female students by lecturers, administrative officer, and 
students, such as establishing a special unit for dealing with sexual harassment, providing legal assistance 
and protection, formulating several policies, and training students, educators, administrative officer, and 
campus residents in the prevention and handling of sexual violence. Furthermore, the perpetrators may 
indeed be subjected to harsh penalties. Preventative procedures are, of course, more effective before a case 
occurs. 
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4. CONCLUSION 

PTSD is experienced by all female students who are victims of sexual harassment with varying 
intensities. This study also examined the association between social support and PTSD using resilience and 
religious coping as moderating variables. Research findings confirm that both resilience and coping are good 
mediators of PTSD. In terms of the level of influence, religious coping is stronger than resilience. However, 
positive religious coping has a negative relationship with PTSD, or it can be said that victims of sexual 
harassment who use positive religious coping will experience lower PTSD than those who use negative 
religious coping. This study shows us that to overcome PTSD can be pursued through increasing resilience 
and the formation of positive religious coping. 
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APPENDIX 
Table 4. Loading, cronbach’ alpha, Rho_A, CR, and AVE (continue) 
Variables Code Loading Cronbach Dijkstra and Henseler’s CR AVE 
tho_A 

Social support SS1 0.831 0.977 0.961 0.981 0.810 

SS2 0.886 

SS3 0.967 

SS4 0.945 

SS5 0.947 

SS6 0.965 

SS7 0.950 

SS8 0.552 

SS9 0.963 
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Table 4. Loading, cronbach’ alpha, Rho _A, CR, and AVE (continue) 


Variables Code Loading Cronbach Dijkstra and Henseler’s CR AVE 
rho_A 
SS10 0.886 
SS11 0.962 
SS12 0.898 
Resilience BRS1 0.858 0.885 0.951 0.914 0.645 
BRS2 0.911 
BRS3 0.613 
BRS4 0.799 
BRS5 0.813 
BRS6 0.827 
Religious coping RC1 0.851 0.929 0.888 0.934 0.537 
RC2 0.920 
RC3 0.908 
RC4 0.754 
RC5 0.790 
RC6 0.857 
RC7 0.774 
RC8 0.457 
RC9 0.416 
RC10 0.787 
RC11 0.644 
RC12 0.716 
RC13 0.684 
RC14 0.748 
PTSD PTSD1 0.789 0.955 0.981 0.960 0.590 
PTSD2 0.656 
PTSD3 0.806 
PTSD4 0.614 
PTSDS 0.716 
PTSD6 0.815 
PTSD7 0.768 
PTSD8 0.849 
PTSD9 0.829 
PTSD10 0.654 
PTSD11 0.876 
PTSD12 0.839 
PTSD13 0.733 
PTSD14 0.778 
PTSDI5 0.817 
PTSD16 0.781 
PTSD17 0.784 
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